SUMMARY Two cyclists developed mononeuropathy of the deep palmar branch of the ulnar nerve due to ulnar nerve compression adjacent to the ulnar tunnel (of Guyon) by prolonged bicycle riding.
With increasing public interest in physical fitness and, more specifically triathlon events, it can be anticipated that physical complications may arise. Cyclists training for the triathlon event may cycle for up to four hours a day, with the palms of the hands constantly applied to the bicycle handlebars. It is not unreasonable to expect therefore that compression neuropathies in the palm of the hand may occur.
We report two cyclists who have each presented with a compressive neuropathy of the deep palmar branch of the ulnar nerve which improved following a modification of handgrip on the bicycle handlebars.
Case reports
Case No I A 22 year old sportswoman presented with a 4 month history ofprogressive constant weakness ofthe fingers of the right hand resulting in difficulty with fine finger movements. She is a triathlete who cycles wherever she goes for up to four hours per day. Her mother has a past history of bilateral ulnar nerve decompressions at the elbow.
Examination revealed a strongly built young woman who had considerable wasting of the right hypothenar eminence, medial right thenar eminence and right first dorsal interosseous muscle. A red mark was still present over the hypothenar eminence bilaterally as a result of the pressure from gripping the handlebars of her bicycle on her way to the Consulting Room. (fig 1) Weakness was confined to abduction and adduction of the right fingers and adduction of the right thumb; sparing opposition and abduction ofthe thumb. The muscle bulk ofthe left hand was normal but abduction of the left little finger was weak as was adduction of the other fingers. Sensation was preserved and there was no ulnar nerve tenderness. The remainder of the examination was normal. Right and left median and ulnar nerve sensory conduction and median motor conduction studies were normal. Electromyograms ofulnar innervated muscles in the hand and the corresponding distal motor latencies are shown in table 1. Denervation changes were seen also on needle examination of the left first dorsal interosseous. The right abductor digiti minimi, left abductor pollicis brevis and abductor digiti minimi were normal. The patient was diagnosed as having a compressive neuropathy of the deep branch of the ulnar nerve at the wrist bilaterally and was advised to modify her bicycle handgrip. Six weeks later she had recovered full power and function of her hands apart from minimal wasting of the right first dorsal interosseous and medial right thenar eminence and mild weakness of the right adductor pollicis and left abductor digiti minimi.
Case No 2 In 1982, a 21 year old medical technologist became aware of progressive wasting and weakness of the intrinsic muscles of the right hand. He had been an active sportsman, riding a bicycle for one to two hours per day since 1974. 
Discussion
The first patient developed a compressive neuropathy of the deep branch of the ulnar nerve at the wrist bilaterally due to prolonged pressure on the nerve with constant bicycle riding. A modification of her bicycle handgrip to avoid nerve compression resulted in a rapid and almost complete recovery. The second cyclist however, has a more severe neuropathy which has not resolved following decompression, a change in bicycle handgrip or cessation of bicycle riding. The With increasing public interest and participation in long distance cycling it is anticipated that the syndrome of compressive mononeuropathy of the deep palmar branch of the ulnar nerve will become more apparent. A careful history and demonstration by the patient of the manner in which the bicycle handlebars are gripped whilst mounted should aid in the diagnosis and facilitate advice to modify the bicycle handgrip.
